DURING the course of serum lipid studies in the different racial groups of South Africa, it became apparent that normal Bantu (Negro) subjects differed from white South Africans in lipoprotein pattern as well as in total serum cholesterol levels. The findings reported here confirm previous reports by other South African workers,'-9 but, in addition, considerably higher a-cholesterols and considerably lower kt-cholesterols were found in the urban Bantus than in the whites. Further it has been found that young urban Bantus have higher total cholesterol levels than young rural Bantus and this increase is entirely in the a-lipoprotein fraction, whereas the further increase with age in the urban Bantu is confined to the /3-lipoprotein fraction. These differences are statistically significant, despite the wide ranges, and may be of importance in defining the "ideal" values of both a-and fP-lipoprotein cholesterols. The results are also briefly considered from the viewpoint of determining the "physiological" value of some of the measures collected within a few days of their arrival in Johannesburg, during a short period of hospital treatment for scabies and other minor skin lesions. The urban Bantus consisted of detribalized subjects and were divided into 3 groups: a group of young men in domestic service in "flats" or apartments, a group of old men who were employed by a public utility transport corporation and who received wages above the usual Bantu level; and a convalescent hospital group who had been admitted to the surgical wards for hernial repairs, hemorrhoidectomies, and fractures. The white men represented a "selected" group in the sense that they had been referred by physicians for various laboratory investigations in the fasting state. The opportunity was taken to study the serum lipids and the results were correlated with the clinical diagnosis. No evidence of organic disease was found in 15 1 individual had a raised serum cholesterol while the total lipid concentrations were normal. The white men showed a similar class distribution. In order to determine whether differences existed in "normocholesteremic" subjects a statistical analysis of the data in classes 1 Judged by these criteria, all the normocholesteremic white subjects in this study may be considered abnormal. This conclusion is supported by the high incidence of atherosclerosis, despite apparent good health, of the South African white population.
These findings have prompted us to consider the advisability of determining the "ideal" values for both a-and , 3-cholesterol separately. This would be a logical attempt to extend into the biological field the established physicochemical differences between the a-and /8-lipoprotein cholesterol fractions.
As a working hypothesis we have regarded the a-lipoprotein component as being better adapted to the " physiologic " transport of fatty acids than the /8-lipoprotein. This view is supported by the higher concentrations of this component in human subjects relatively free of atherosclerosis22 and in those animal species resistant to experimental atherosclerosis, and also by the association of the heparin-clearing factor with a-lipoprotein,2' although this finding has been challenged.24 The evidence indicating the "pathologic" background of high levels of /3-lipoprotein cholesterol is also well known. If this hypothesis is valid, it follows that racial groups with a low incidence of atherosclerosis and coronary thrombosis have "ideal" levels of bined with an increase in the /3-level would favor the development of pathologic arterial changes. However, the apparent paradox of a low c-level in a population group with a low incidence of atherosclerosis would be easily resolved by reference to the level of the /8-lipoprotein cholesterol. Where this is at the "ideal" level, it would implicate some factor other than arterial disease as responsible for the low a-level. Among impoverished African peasants, such an abnormality in fat transport could be due to poor nutrition, which would adequately explain the very low total cholesterol values, e.g., less than 100 mg. per cent not infrequently encountered in these peoples.
Finally this hypothesis and the concept of "ideal" values for both a-and pl-cholesterol may help in assessing the therapeutic significance of some of the measures proposed for the treatment of atherosclerosis. For example, although low-fat diets in atherosclerotic subjects decrease the total cholesterol and total lipid levels, they do not alter the a-lipoprotein cholesterol fractions, which remain obstinately below the "ideal" value. This finding suggests that such treatment has no effect on the metabolic abnormality that may underlie the atherosclerotic process. 
